Introduction
Much has been written about the stressors of medical training, including sleep deprivation, emotional impact of caring for critically ill patients, pressure to excel, and fear of making a mistake. [1] [2] [3] [4] Many residents struggle to find work-life balance and protect their emotional and physical well-being. 5, 6 With high rates of burnout, depression, anxiety, and suicide risk in medical students and residents, this group needs access to counseling services that have been shown to be effective. [7] [8] [9] The Accreditation Council for Graduate Medical Education requires that all residency programs provide psychological services for residents. 10 Yet, concerns about confidentiality, stigma, accessibility, affordability, and questions about reporting to medical licensing boards remain barriers to physicians accessing these services. [11] [12] [13] [14] In 2004, we set out to develop a resident wellness program (RWP) in an urban, Pacific Northwest universitybased hospital with more than 800 residents and fellows, with the aim of reducing these barriers through educational outreach and resident-specific counseling on-site.
Individuals change health behaviors when the benefits (ie, feeling less distressed) outweigh the risks (ie, concerns about stigma, confidentiality). 15, 16 Distressed individuals are often concerned about possible risks or barriers to treatment, 17 although higher education is associated with positive attitudes about counseling. 18 Educational outreach in the general population, publicizing the benefits of counseling and countering perceived risks, has increased willingness to seek help. 16, 19 To date few studies have assessed whether educational campaigns lead to changes in physicians' attitudes and Abstract Background High rates of burnout and distress in resident physicians suggest a significant number would benefit from counseling.
Intervention A resident wellness program (RWP) was designed to lower known barriers limiting resident access to services.
Methods In 2011, medical residents and fellows were surveyed and logistic regression analyses were conducted to identify demographic and training program differences in perceived barriers and willingness to access the RWP.
Results
Of the 88% of trainees who knew about the RWP, 87% indicated they would be very likely or somewhat likely to seek out services. Time remained the biggest barrier for residents to getting help. Being male (odds ratio [OR] 5 0.54, 95% confidence interval [CI] 0.34-0.84) or an ethnic/racial minority (OR 5 0.49, 95% CI 0.28-0.85) was associated with greater unwillingness to seek counseling. Reluctance to access the RWP was associated with concerns about helpfulness, confidentiality, being unable to take a break, and stigma. Women (OR 5 1.60, 95% CI 1.06-2.42) and primary care residents (OR 5 1.58, 95% CI 0.98-2.54) were more likely to be concerned about taking a break. Men were more likely to question the helpfulness of counseling (OR 5 0.55, 95% CI 0.36-0.85).
Conclusions
The RWP removed barriers of cost and knowledge about counseling services. More educational outreach is needed to address sex and ethnic differences about RWP utilization and attitudes in medical culture about a physician's right to address personal health care needs.
behaviors about seeking counseling, and under what conditions physicians are more likely to access mental health resources. 1, 11 Preventive interventions, such as stress management workshops, mindfulness meditation courses, and wellness curriculum incorporated into medical training, have been accessed by trainees and shown to have positive impact. [20] [21] [22] Individual counseling offered through resident-specific counseling services was used and rated as satisfactory by medical trainees in several academic medical centers (AMCs), but resident help-seeking attitudes were not assessed. 23, 24 A higher number of residents accessed the AMC's counseling services than an employee assistance program 24 and at 1 institution, residents and faculty who participated in an interactive anonymous screening of depression and suicide risk reported that personalized communication from a clinician (addressing their concerns and risk level) increased willingness to accept referrals to community-based counseling. 25 Improved understanding of real and perceived barriers to help seeking has implications for the development of resident wellness programs and the types of outreach efforts used to reach distressed residents. Demographic and program-level differences in help-seeking attitudes and behaviors of medical trainees have been studied. Men and ethnic/racial minority groups in the general population are less likely to seek counseling, 9, 26 while female physicians are less likely to seek care for medical or psychological symptoms owing to concerns about confidentiality or possible stigma. 27, 28 This is concerning, since female medical students and physicians report more distress than their male counterparts and are at greater risk for suicide than women in other professions. 3, 11 Ethnic or racial differences in distress and attitudes about counseling among physicians are not well researched. Younger physicians are more likely to see counseling or coaching as a valuable and socially acceptable resource toward achieving greater work-life balance and self-awareness. 29, 30 Differences in help seeking of US medical trainees, according to training year or type of medical training, are not known; primary care physicians in a European study were more likely to seek help. 31 We evaluated whether our educational outreach efforts and development of a resident-specific counseling program were viewed as accessible and valued resources for physicians-in-training. Specific questions included: How willing were residents and fellows to seek out coaching or counseling on-site? What did trainees see as potential barriers? What trainee demographics (sex, ethnicity) and program factors (year, type of training program) were associated with greater unwillingness to seek help and specific barriers to treatment?
Methods

Intervention
Two psychologists (0.6 full-time equivalent each) and 1 psychiatrist (0.4 full-time equivalent) experienced in working with physicians, and funded by graduate medical education, were available 5 days a week and provided after-hours telephone consultation. Services included coaching/counseling for personal or professional issues and psychiatric medication evaluation and management. Referrals to community-based providers were available. All on-site RWP services were free, unlimited, and health insurance was not billed. Providers kept separate written charts instead of using the hospital's electronic health record.
Trainees were informed that ''wellness counseling'' was not reportable to the state medical board. Trainees also were informed of limits to confidentiality, including imminent risk of harm to self or others or impairment/inability to provide safe patient care. If there was significant concern about trainee or patient safety, trainees would be urged to take medical leave, referred for a ''fitness for duty evaluation,'' and the program director would be contacted. The RWP providers were not in supervisory or evaluative roles with any trainees in their care. One counselor was a program director and limited his RWP services to residents and fellows in other specialties. In outreach workshops, RWP staff directly addressed potential barriers and the benefits of counseling. Chief residents and program directors were asked to support resident access to personal health care during duty hours. Chief and senior residents became a significant source of referrals to the RWP with residents reporting, ''If my chief said it helped her and urged me to come, I decided it must be okay.''
What was known
High rates of burnout and distress in residents suggest members of this group may benefit from counseling services.
What is new
Residents and fellows at 1 institution were surveyed to identify demographic and program differences in perceived barriers and willingness to access an on-site wellness program.
Limitations
Single-institution study; response rate may reflect respondent bias; cross-sectional design precludes determination of cause-effect relationships.
Bottom line
A wellness program reduced cost and access barriers, but time remained the biggest obstacle. More research is needed to address sex and ethnic differences, and the influence of attitude, in the use of services to address personal care needs.
Outcomes
To explore attributes of individuals and the program that represent facilitators or barriers to using the RWP, residents and fellows were e-mailed a link to an electronic survey form (SurveyMonkey.com) and informed that participation was voluntary and responses were anonymous. Two weeks later, all trainees received a reminder to complete the survey if they had not done so and thanking them if they had completed the survey. A separate link was provided to register for a lottery drawing for 1 of 3 $300 gift certificates. Trainees were asked about knowledge of the RWP, and ''If you needed counseling during residency, how likely would you be to seek services through RWP?'' Responses included ''not at all likely'' (0), ''somewhat likely'' (1), and ''very likely'' (2) . Participants were then asked, ''What factors might limit your ability to access our services at RWP?'' and checked all that applied (0 5 not applicable, 1 5 applicable). Since there is no standardized measure of perceived barriers to seeking counseling, factors described in prior studies with the general public 32 and medical students and residents [11] [12] [13] 33 were the basis for these items. Items were pilot-tested with an earlier sample of residents.
The study received Institutional Review Board approval.
Analysis
Frequencies and summary statistics were conducted. For purposes of multivariate analyses, trainees who reported that they were either ''not at all likely'' or ''somewhat likely'' to seek help at the RWP were placed in the ''unwilling/ambivalent'' group, and trainees who indicated that they would be ''very likely'' to seek help at the RWP were placed in the ''willing'' group. Race and ethnicity were collapsed to create a dichotomous variable of White (White/Caucasian and not Hispanic) and racial/ethnic minority (African American, American Indian, Alaskan Native, Pacific Islander, Hispanic, Asian, or other). Year in training was collected as first (intern), second, third, and fourth (including fellowship), and specialty was recorded as primary care (internal medicine, family medicine, pediatrics) and specialty care (surgery, other hospital-based specialties, and fellowship). A median split was created for age (#31 years and .32 years). Chi-square tests were conducted to determine if survey participants were comparable to all residents and fellows at the institution. Logistic regression analyses were conducted to identify demographic training program differences associated with each of 5 perceived barriers (as the outcome variable).Then a second logistic regression analysis was conducted in which all perceived barriers to treatment and demographic variables were considered as predictors of unwillingness to seek help (as the outcome variable). The final models were chosen by the Akaike information criterion in which nonsignificant variables were dropped, but all demographic variables were included. 34 
Results
Of 629 eligible residents and fellows contacted, 450 completed the survey (71% response rate). Demographic and training program factors are described in T A B L E 1. When compared to demographics and program factors for all residents and fellows at our institution, there was a significant age difference (x 2 5 5.26, P 5 .02), with survey participants more likely to be younger (M 5 29.88, SD 5 3.9) than the overall trainee population at our institution (M 5 31.25, SD 5 4.2). Subsequent analyses controlled for this age difference. No significant sex, ethnicity, program type, or program year differences were seen in trainees who participated in the survey compared to trainees who did not-suggesting the data may be representative of this AMC's population.
Most residents and fellows (88%) knew about the RWP through orientation, outreach workshops, or information provided by program directors, faculty, or fellow residents. Most residents were willing to consider counseling through this program (F I G U R E 1), with 42% saying they were ''very likely'' and 45% being ''somewhat likely.'' Thirteen percent reported they were ''not at all likely'' to access the RWP. Time remained the biggest barrier (67%), whereas helpfulness (27%), stigma (27%), reportability (24%), and confidentiality (21%) concerns were less common (F I G U R E 2).
Logistic regression analyses (T A B L E 2) of perceived barriers in relation to demographic and training program factors showed women and primary care trainees were more concerned about taking a break to access counseling. Men were more likely to question the helpfulness of counseling, and racial/ethnic minorities were more concerned about confidentiality. Concern about possible stigma was unrelated to any demographic or training factors.
In the final logistic regression analysis on what predicted unwillingness to seek help, men and ethnic/racial minority trainees were more likely to be unwilling to seek help-but age, type of training program, or year were not significant factors. Trainees concerned about the RWP's helpfulness, stigma, confidentiality, and taking a break, were more likely to be unwilling to access the RWP, but concern about reporting counseling to medical boards was not a significant barrier.
Discussion
To our knowledge, no other research has examined medical trainees' attitudes about participating in an RWP. We found encouraging signs that a resident-specific program may increase access to professional coaching/counseling during training. Most trainees knew about the RWP and were willing to consider seeking help there. Thirteen percent of the trainees in this study reported that they would be ''not at all likely'' to come to this counseling program-similar to the 18% of residents in another AMC who admitted that they often avoided or postponed seeking care for mental health or medical problems. 35 Fewer trainees appear to be endorsing the barriers to treatment reported on similar surveys of medical students 12, 13 and residents. 14 Although the RWP is on-site at the AMC, most trainees appeared to be comfortable about the confidential, private nature of the services and believed that counseling could be helpful and not reportable to future medical boards. Being able to take the time to come to an RWP appointment during duty hours, however, was reported as the greatest barrier to treatment.
Demographic differences in help-seeking attitudes did emerge and may have implications for our future educational outreach efforts. Female residents and primary care residents were the most likely to express concern about lack of time to access the RWP. Female residents may hesitate to schedule personal health care meetings owing to possible stigma concerns 27, 28 or additional time constraints related to family responsibilities post call. Male trainees were more ambivalent than their female colleagues about accessing counseling and questioned the helpfulness of counseling. This finding parallels other studies in the general US population 32 and of European physicians, 31, 36 showing women more likely to report distress and seek treatment although men are equally helped by counseling. 9 Future investigation is needed to understand whether interventions, such as professional coaching to enhance performance, 37 would be used more by male trainees and whether webbased resources would be more accessible to female trainees.
Racial/ethnic minority physicians-in-training reported more concerns about confidentiality and accessing coun-seling. This finding is similar to a large body of literature suggesting that certain ethnic and racial minority groups in the United States may be more inclined to seek assistance from family and friends or medical providers. 9, 16, 26 No age differences were found in willingness to access services or in Confidentiality concern 1.69 .06 0.97 2.95 Helpfulness concern 5 .001 2.86 8.75
Possible stigma concern 1.89 .02 1.11 3.21
Note: Willingness to access, coded 0; unwilling to access, coded 1. Note: White/non-Hispanic, coded 1; racial/ethnic minority, coded 0. perceived barriers; it is likely there was limited age range in the residents sampled, which therefore made it difficult to detect differences. Finally, despite evidence that primary care providers may be more vulnerable to career dissatisfaction 38 and more open to seeking mental health treatment, 31 primary care and specialty care trainees were equally willing to seek help at the RWP. Interns were as willing to access the RWP as more advanced trainees. Some survey respondents expressed uncertainty about whether counseling could help with residency stressors. Coaching directed at improving communication skills and creating a more sustainable pace and healthier expectations may be seen as more relevant to this cohort of physicians. This study has several limitations, including its crosssectional design, which precludes determination of the direction and causality of relationships. The survey used to measure willingness to access counseling and perceived barriers is not a standardized measure that can be compared statistically to previous studies of medical trainee attitudes. Finally, our results are based on a single AMC, and may not generalize to other AMCs. The response rate of 71% is a strength of this study. Other than survey respondents being slightly younger than the overall resident/fellow population at our institution, no other demographic or training program differences were found between the survey respondents and the overall population of physicians-in-training at our institution, which is comparable to other teaching settings.
Further investigation is needed to identify how to increase access to and the efficacy of physician-specific counseling services in reducing distress, burnout, and suicide risk, while promoting emotional and physical wellbeing. Reaching clinically distressed physicians who may be most concerned about the consequences of seeking treatment is critical. Physicians who are experiencing barriers to individual treatment may respond favorably to promising mental health resources delivered via the Internet, 39 mobile apps such as DBT coach, 40 and the American Foundation for Suicide Prevention Individual Screening Protocol. 25 These resources are anonymous, easily accessible, not reportable, and increase individuals' awareness of their distress/risk as well as offer specific coping strategies.
Conclusion
As willingness to seek help is related to actual help seeking in the general population, 41 the RWP survey responses are a good indicator of future behavior. The rate of RWP utilization at our institution was 5% of trainees in 2004-2005 and 12% of trainees in 2009-2010. The design and marketing of our RWP successfully removed the barriers of cost and knowledge about the counseling services. Addi-tional work is needed to address long-standing attitudes in medical culture that limit physicians' ability to take a break to address personal health care needs. Residents and fellows are looking to physician leaders to confirm that distress in training is not normative, and that coaching and counseling are effective and perhaps even a valid indication of enhanced professional development in the 21st century.
